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DIAGNOSTIC PALPATION OF THE VERMIFORM APPENDIX. 1 

By Georoe II. Edebohls, A.M., M.D., 

GYNECOLOGIST TO ST. PEASCIS' llOSrlTAL, SEtV YOEE ; TSOnSSOO OF DISEASES OF ItOURN AT 
THE NEW YOKE POST-GRADUATE MEDICAL SCHOOL AND HOSPITAL. 

Notiiisg systematic has, to the writer’s knowledge, as yet been pub¬ 
lished regarding diagnostic palpation of the vermiform appendix. The 
only conditions sought to be established by palpation have been either 
tenderness on pressure, or the presence of a tumor, or of ductuation. 
The idea that the normal or slightly enlarged appendix can, as a rule, 
be recognized by the touch, previous to opening the abdomen, seems 
never to have been seriously entertained. 

This a priori judgment upon the case is, however, founded upon falla¬ 
cious lines of reasoning and is not at all consonant with the facts. The 
size of the appendix, its deep situation, and the character of the struc- 
tures overlying it, have all been deemed insurmountable obstacles to its 
successful palpation. It is the writer’s purpose, in this communication, 
to show how all these obstacles can be easily and successfully overcome. 

The author’s practical studies upon palpation of the appendix vermi- 
formis extend back somewhat over a year. It may be added that prac¬ 
tically all of his experience has been gained upon women, only three 
cases of appendicitis in the male having, during that time, come under 
his observation. 

The following methods have’ been employed in the practical study of 
the subject: 

1. Palpation of the appendix vermiformis in practically every woman 
whom the writer has had occasion to examine during the past year. 

i Read before the Medical Society of the Stale or New York, Albany, Fehmary ,, ISM. 
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2. Critical palpation of the appendix in every case upon which cceli- 
otomy for any purpose was contemplated, and, when practicable, com¬ 
parison of the condition of the appendix, as ascertained at the coeliotomy, 
with that found at previous palpation. 

3. Search for the appendix, during a coeliotomy, by palpation from 
without, and verification of the correctness or otherwise of the finding 
by the finger within the abdomen. 

4. The establishment of the diagnosis, appendicitis, by palpation, with 
subsequent operation for removal of the appendix based upon the diag¬ 
nosis thus made. 

The practice of palpation of the vermiform appendix as a routine 
method in the examination of every woman has led to a recognition of 
the facility with which the appendix may, under ordinary circumstances, 
be palpated. Such palpation is best performed in the following manner: 
After completion of the ordinary bimanual examination of the pelvic 
organs, the woman is drawn upward upon the table to the extent of a 
foot or so, her feet still remaining where they were placed for the vaginal 
examination. This is done mainly for the purpose of unfolding the 
flexure of the thigh upon the abdomen and to render the right inguinal 
region more accessible to the palpating hand. One hand only, applied 
externally, is required for the practice of palpation of the vermiformis 
appendix. No assistance can be rendered by a finger introduced into 
the vagina, and very little assistance, and that only very occasionally, 
by a finger introduced into the rectum. 

The examiner, standing at the patient’s right, begins the search for 
the appendix by applying two, three, or four fingers of his right hand, 
palmar surface downward, almost flatly upon the abdomen, at or near 
the umbilicus. While now he draws the examining fingers over the 
abdomen, in a straight line from the umbilicus to the anterior superior 
spine of the right ilium, he notices successively the character of the 
various structures as they come beneath and escape from the fingers 
passing over them. In doing this the pressure exerted must be deep 
enough to recognize distinctly, along the whole route traversed by the exam¬ 
ining fingers, the resistant surfaces of the posterior abdominal wall and of 
the pelvic brim. Only in this way can we positively feel the normal or 
the but slightly enlarged appendix; pressure short of this must neces¬ 
sarily fail. 

It is just here that the analogy between the conditions necessary for a suc¬ 
cessful examination of the pelvic viscera, and those obtaining in a correct 
palpation of the appendix vermiformis, becomes apparent. A bimanual 
examination of the pelvic organs is the only one regarded as satisfactory 
at the present day; by a vaginal examination alone, or by an external 
examination alone, we are able to determine nothing of practical value. 
We need the fingers of one hand to afford a point of counter pressure to 
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enable the palpating finger or fingers of the other hand to recognize the 
structures they meet. Just so in palpation of the vermiform appendix. 
Here the firm posterior wall of the abdomen at thiB point, the iliac fossa, 
and the pelvic brim, form a good surface for counter pressure. 

Palpation with pressure short of reaching the posterior wall fails to 
give us any information of value; the soft and yielding structures simply 
glide away from the approaching finger. When, however, these same 
structures are compressed between the posterior abdominal wall and the 
examining fingers they are recognized with a fair degree of distinctness. 
Pressure deep enough to recognize distinctly the posterior abdominal wall, 
the pelvic brim, and the structures lying between them and the examining 
finger, forms the whole secret of success in the practice of palpation of the 
vermiform appendix. 

Proceeding in this manner, the appendix is recognized as a more or 
less flattened, ribbon-shaped structure when quite normal, or as a more 
or less rounded and firm organ, of varying diameter, when its walls have 
been thickened by past or present inflammation. When it is the seat of 
inflammatory changes the appendix vermiformis is alwayB more or leas 
sensitive on pressure; the normal appendix exhibits no special sensi¬ 
tiveness on being squeezed. 

A good guide, in searching for the appendix, is formed by the right 
common and external iliac arteries, the pulsation of which can he easily 
and plainly felt. The line of these vessels corresponds to a surface line 
drawn from the left of the umbilicus to the middle of Poupart’B liga¬ 
ment. The appendix is generally found almost immediately outside of 
these vessels. At its base it is separated from the vessels by a space of 
one-half to one inch, while lower down in its course it generally crosses 
very obliquely the line of the arteries. 

Theoretically, two conditions mainly militate against the successful 
palpation of the appendix vermiformis after the method above described; 
practically, the difficulties offered by these two conditions amount to very 
little or nothing. I refer to the variable location of the appendix and 
to the fact of its common deep situation behind the crecuin. 

With the very rare exceptions of its situation far away from its usual 
site, the origin of the appendix vermiformis is practically always found 
at what is known as McBurney’s point. In fact, it is this constancy of 
the situation of the appendix which gives its practical value to 
McBurney’s point in the diagnosis of appendicitis. The tenderness 
elicited by extremely localized- pressure at McBurney’s point is due to 
the presence beneath the finger of the inflamed appendix—a fact of 
which I have had abundant opportunity to satisfy myself. 

The origin and first part of the appendix are practically, then, con¬ 
stant in situation, or so nearly so as not to interfere materially with the 
working rule; to firstsearchfor the appendix at McBurney’s point. Any 
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deviations from its usual course, starting from this point, can be usually 
recognized by the examining fingers. Only that part of the appendix, 
however, situated above the level of the pelvic brim can be distinctly 
recognized by the finger. When the appendix in its course dips down 
into the pelvis, that part of it lying below the pelvic brim is recognized, 
if at all, only with great difficulty. The surface for counter pressure is 
lost below the iliac fossa. 

The second condition commonly assumed to render successful palpa¬ 
tion of the appendix vermiformis impracticable, if not impossible, is a 
time-honored, traditional myth. I refer to the assumed constant or 
common filling of the caput coli with fecal matter. In my own experi¬ 
ence this condition is very rare; in fact, I cannot recall a case, during 
the period of over a year in which I have systematically practised pal¬ 
pation of the vermiform appendix, in which I have found it. In quite 
a number of emergency cceliotomies, in which no opportunity was 
afforded for previous catharsis, I do not recollect ever to have found a 
fecal impaction in the caput coli. Indeed, the systematic practice of 
palpation of the vermiform appendix, after the method described, gives 
us in addition a great deal of information about the caecum. We gener¬ 
ally find it empty, collapsed upon itself from before backward, with the 
inner and outer borders distinctly recognizable by the fingers as they 
pass over them. The appendix, being in the large majority of all cases 
situated behind the caecum, is of course palpated through the apposed 
anterior and posterior walls of the caput coli. 

The second manner in which the study of the subject has been pursued 
has been by especially careful and critical palpation of the appendix in 
every case in which a coeliotomy was contemplated. When feasible the 
appendix was again examined on the occasion of the coeliotomy, and its 
actual condition compared with that previously diagnosticated by palpa¬ 
tion. With very rare exceptions, we found our previous diagnosis of the 
position and size of the appendix correct. 

In five cases in which coeliotomy was undertaken upon other indica¬ 
tions, a diseased appendix, previously diagnosticated as such by palpa¬ 
tion, was removed at the same time. The operations combined with the 
ecphyadectomy in these cases were: salpingo-oophorectomy for chronic 
salpingo-oophoritis in the first; removal of two pus tubes in the second; 
salpingo-oophorectomy and ventral fixation of the uterus, combined with 
plastic operations, for total prolapsus of uterus and vagina in the third; 
total extirpation of the uterus for fibromata in the fourth and fifth. 

The third method of study, which has been pursued during the past 
two months only, has been found exceedingly satisfactory and instruc¬ 
tive. After completing the intra-abdominal operation or operations for 
which a coeliotomy is undertaken, and before closing the abdomen, the 
appendix is located by palpation from without. While the palpating 
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finger presses the integuments down upon the appendix from without, 
thus marking its location as felt, and holding it down against the pos¬ 
terior abdominal wall, two fingers of the other hand are passed within 
the abdomen to verify or disprove the presence of the appendix imme¬ 
diately underneath the palpating outer finger. In the comparative y 
few tests thus made I have never failed to locate the appendix exactly 
and to diagnosticate correctly both its thickness and direction. 

Finally, in a fourth series of three cases of chronic and one of acute 
appendicitis, the diagnosis was positively made by palpation, and cceli- 
otomy was performed solely for the purpose of removing the diseased 
appendix. These four cases are additional to the five already mentioned 
when discussing the second method—in which the diseased appendix was 
removed as a secondary or additional measure when performing cceli- 
otomy for other purposes. The acute and two of the chronic cases of 
appendicitis were successfully operated upon by myself. The third case 
I turned over to my colleague, Dr. G. F. Shrady, for operation, after 
making the diagnosis of chronic appendicitis by palpation. 

In reference to this case Dr. Shrady writes (Medical Record, January 


6,1894, p. 2): 

“ In this connection I may state that my attention has '>«n called by Dr. 
Edcbohls to the possibility of diagnosticating recurrent “PJmomtaittaE the 

ally feeling the appendix through the abdominal wall, and 

cause of tenderness hv direct pressure upon the organ. In one Oise l was 
able to do this, to recognize the appendix rolling under the fingera, to lim 
tenderness todirectVrrasure upon fhe process, and afterward to remove the 
organ by operation from that exact locality. 


And again (ibid., p. 23) in summing up the discussion upon his paper: 

•* He had expected someone would question the diagnosis of the appendix 
by touch through the abdominal walls, for he had not supposed tins * 
until it had been suggested to him to make steady pressure until resistance 
was encountered from the posterior walls, when, if the appendix were present 
in that locality, it might be felt as a cord rolling under the finger. Probably 
this would be possible only where the appendix was turgid and bulbous, as it 
wi in one case in which he mapped out its location, anIon 
found it directly under the mark made on the abdominal wall about two 
inches and a quarter from the anterior superior spine, in line with the am 
bilious." 


It needs but a fair, unprejudiced trial of the method of palpation of 
the appendix vermiformis as described to convince others, as Dr. Shrady 
has been convinced, that it in possible to diagnosticate chronic appendi- 
citis by palpation. The members of the house staff of St. Francis Hos- 
pita!, who have worked with me during the past year have, by repeated 
practice, become expert in this method of examination. 

It is within the memory of possibly each one of you that not ten-years 
ago the man who claimed to be able, as a rule, to recognize and map 
out by bimanual examination the normal Fallopian tubes was looked 
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upon with suspicion. Where to-day is the gynecologist who cannot do 
this And yet palpation of the appendix vermiformis, after a little 
practice, becomes quite ns easy, if not easier, than palpation of the Fal¬ 
lopian tubes. Indeed, I would lay it down as an axiom that successful 
palpation of the appendix vermiformis, except in cases of acute appendi¬ 
citis, is possible in all female patients in whom the absence of excessive 
stoutness, abnormal rigidity of abdominal walls, or other more excep¬ 
tional unfavorable conditions, permit us to accurately define by bimanual 
palpation normal-sized Fallopian tubes. 

The practical importance of palpation of the appendix vermiformis is 
apparent at a glance. Chronic appendicitis in the future is to be diag¬ 
nosticated, not on subjective symptoms but on objective signs. Unless, 
in cases of suspected chronic appendicitis, the surgeon can recognize by 
palpation the thickened appendix, and limit tenderness on pressure to 
the diseased organ, he will not be justified in operating. A strict observ¬ 
ance of this rule will prevent in future a not infrequent error of the past, 
that of performing a cmliotomy for appendicitis, only to find the ap- 
pendix perfectly healthy. 

One broad rule governing the question of operative interference in 
appendicitis should be: not to operate in chronic cases unless you can 
feel the diseased appendix, nor in acute cases unless by palpation you 
can recognize either the diseased appendix or the presence of a tumor. 
Anmsthesia may be necessary, in exceptional instances, to decide the 
question. 

Palpation of the appendix vermiformis possesses practical importance 
in the early stages of acute appendicitis, at the time of operation, apart 
from its value as a diagnostic measure. In two instances in which I 
have operated early for acute appendicitis—in one on the second, in the 
other on the third day of illness—nothing but a small tumor could be 
felt in the right inguinal region before the patient was anesthetized. 
After full anesthesia, the inflamed, enlarged appendix could be distinctly 
felt in both cases. This enabled me to make the incision directly over 
the diseased, organ, and thus to remove the strangulated appendix with 
greater facility and through a smaller opening than if the incision had 
been made farther away. 

In conclusion I may remark that I have on two occasions forestalled 
an operation for supposed chronic appendicitis, proposed by eminent 
surgeons, by being able to recognize a normal appendix by palpation, 
and on this finding to advise against operation. 

198 Second Avenue, New Yobk. 



WILCOX : CBAiMIC HEMIPLEGIA. 


493 


UEjEMIC HEMIPLEGIA . 1 

By Reynold W. IVilcox, M IL, LL.D., 

PROFESSOR OF CLINICAL MEDICINE AND THERAPEUTICS AT THE NEW YORK POST-GRADUATE 
MEDICAL SCHOOL AND HOSPITAL ", ATTENDING PHYSICIAN TO ST. MARK’S HOSPITAL. 

It would seem that in view of the increasing number of reported cases 
of hemiplegia, which even a cursory search of medical literature dis¬ 
covers, where the paralysis subsequently completely disappears, that a 
careful study of uraemia as a causative factor should be undertaken. 
Yet we find that this condition has been denied by such authorities as 
Addison and Bright in England, and by LGcorchG, S6e, and Lasegue in 
France. That such cases have existed and have been recognized, is 
evident, for in many cases the “ serous apoplexy ” of the older writers is 
capable of no other interpretation. Finlayson notes that hemiplegia 
may complicate pregnancy and pass away after labor, and that the urine 
is almost always albuminous. The stumbling-block to the appreciation 
of ursemia as a valid cause has been that we have a paralysis without 
an apparent lesion, a symptom sine materia. Yet the cases reported, 
even since 1880, by Cbarpentier, Patsch, Juckel, Raymond, Cliante- 
messe and Tenneson, Bernard, Lancereaux, Level, Cbaufiard, Dreyfus- 
Brisac, Florand and Canniot, Lloyd, and Dercum, are not susceptible 
of other explanation. It has been demonstrated to exist by Leyden and 
Leichtenstern. The convincing papers of Massalongo in Italy in 1889 
and Boinet in France in 1892 leave but little for complete conviction. 

The physiology of this condition has been admirably shown by the 
experiments of Raymond, in 1885. On removing the left superior 
sympathetic ganglion of a rabbit, convulsions occurred in the right side 
of the body, which corresponds to the side of the brain in which the 
circulation was affected by the operation. Later the hilum of the kid¬ 
ney was ligated. On repeating the experiment with the right superior 
cervical sympathetic ganglia, the convulsious were limited to the left side 
of the body. On necropsy there was found in both instances a diffused 
bilateral cerebral oedema, the explanation apparently being that in excis¬ 
ing this ganglion there occurs a vasomotor paralysis of the vessels of the 
head, the brain and its membranes, with vascular alterations. At the 
moment when the vessels have lost their tonicity, if the renal secretion 
be suppressed by ligation of the hilum, a dyscrasic cause is added to the 
lessened resistance of the hemispheres, and oedema will be more pro¬ 
nounced on this side, and here will be found the greatest effect of the 
unemic intoxication. Or, in other words, the two halves of the nervous 

i Read before the eighty-eighth annual meeting of the Medical Society of the State of New 
York, at Albany, February 8, 1891. 



